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Abstract  

Background 

Due to the effective antiretrovirals are people living with HIV expected live up to 70 years of 

age. Approximately half of the people living with HIV in Sweden are above 50 years old and 

estimated to become enrolled into the Swedish elderly care system. Concern about the 

Swedish elderly care preparedness for greeting people living with HIV is growing, based on 

previous experiences of stigma in the general society, many are feeling anxious that they will 

become victims of stigmatization and discrimination in the Swedish elderly care system.   

Method 

A collective case study was conducted of three nursing homes with different organizational 

background in Nacka municipality, Stockholm. Interviews with superintendents from each 

nursing home was performed and 95 health care workers at the nursing homes completed a 

questionnaire. Collected data was entered to Excel for descriptive analysis and all statistical 

analysis was performed in R: The R project for statistical computing. Pearson´s Chi-squared 

test was used to analyze categorial data, e.g., to find potential statistical significance between 

the variables and Pearson’s correlation coefficient was used to examine if the variables 

fluctuate together. 

Result 

The general knowledge about HIV was not more than average among the participating health 

care workers and many stated concern towards HIV, which might impact on their attitudes 

and their practical performance when attending a person living with HIV. One of the nursing 

homes had experience of attending a person living with HIV and showed less feelings of 

concern compared to the other participating nursing homes. This support the idea that 

experience of attending a person living with HIV minimizes feelings of concern and negative 

attitudes to HIV. Like previous studies, this study highlights the relationship between higher 

degree of education and less negative attitudes towards HIV. However, none of the mentioned 

results showed a statistically significance outcome possibly due to the small sample size. To 

reduce risk of HIV stigma and feelings of concern among health care workers must HIV be 

discussed and prioritized in the Swedish elderly care system, as well as in municipalities. 
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Acronyms 

AIDS Acquired immune deficiency virus 

HAART Highly active antiretroviral therapy 

HIV Human immunodeficiency virus 

PHAS The Public Health Agency of Sweden 

UNAIDS 

90-90-90 

By 2020, 90 percent of all people living with HIV will know their HIV 

diagnose. 

By 2020, 90 percent of all people living with HIV will receive 

antiretroviral therapy. 

By 2020, 90 percent of all people receiving antiretroviral therapy will 

have viral suppression. 

 

HCWs 

 

Health care workers. Refers to nurses, assistant nurses and other 

personal that belong to the category care- and health care personal.  

BHGs 

 

 

Basic hygiene guidelines. Refers to the Swedish basic hygiene 

guidelines used by health care workers in health care facilities in 

Sweden.  
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Introduction 

Approximately 7,000 people in Sweden live with a positive HIV (human immunodeficiency 

virus) diagnose. Half of them are estimated to be over 50 years old and as the average life 

expectancy increase, people living with HIV are expected to be enrolled in Swedish nursing 

homes1. In the end of 2017 there were 400 people enrolled and the number will continue to 

increase during the coming years2. Despite this, scientific research about ageing with HIV and 

how it can affect the individual quality of life experience has not been sufficiently evaluated. 

Neither has studies about challenges the society and health care system will face when people 

living with HIV are reaching retirement been presented. As people living with HIV get older, 

the concern about the Swedish elderly care system preparedness for greeting them is growing. 

Based on previous experiences of stigma in the general society, many are feeling anxious that 

they will become victims of stigmatization and discrimination in the Swedish elderly care 

system 3,4,1. 

Since the introduction of the highly active antiretroviral treatment (HAART), in the 1990s, 

HIV and AIDS (acquired immune deficiency syndrome) have shifted from being deadly into a 

chronical disease with mainly manageable conditions5. Especially apparent is this in high-

income and other industrialized countries where access to health care and HAART is more 

available6. HAART cannot cure HIV, but good adherence to the medications decrease 

morbidity and decrease the virion particles to undetectable levels, which in turn significantly 

minimize the HIV infectivity7,8.  

However, despite the major improvement that have been accomplished, ignorance and 

stigmatization towards people living with HIV is still problematic. A Swedish study done by 

the Public Health Agency of Sweden (PHAS) and Novus in 2015, showed that 38 percent 

believed that a HIV-positive person on treatment is equally infectious as someone without 

treatment. One out of five also stated that they would most certainly avoid contact with a 

HIV-positive person9
. Such attitudes and low knowledge are not only anchored in the general 

society. According to the former Inspector of Stockholm´s Elderly Administration, Linda 

Wikman, employees in the elderly care have admitted anxiety of becoming infected with HIV 

during nursing or when even approaching a person with a HIV-positive diagnose2. It happens 

that health care workers (HCWs) obtain feelings of insecurity or fear for attending a person 

with HIV and when it occurs, such feelings are often based upon low knowledge, ignorance or 

judgmental thoughts that might be influenced by the greater society10,11
. However, to prevent 
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discrimination, it is crucial that HCWs feel secure in their routines in how to prevent 

infectivity and have sufficient knowledge about how HIV can be transmitted. It is also 

important that basic hygiene routines (BHGs) are followed correctly, e.g. that gloves are not 

used during interactions without any risk of HIV transmission12. This kind of wrongdoing is 

unfortunately not uncommon among HCWs, and for people living with HIV, these kinds of 

actions are perceived as highly discriminating because it makes them feel as “carrier of the 

plague”3,11,13. 

Because of the strong history of HIV-stigma and discrimination in the general society and 

health care facilities, as well as presumed low knowledge and experience of people living 

with HIV in nursing homes, current conditions are not favorable for HIV-positive individuals 

as they enter the Swedish elderly care system1,4,13,14. Therefore, this study is expected to 

identify negative attitudes and low knowledge about HIV.  

The aim of the study is to identify possible feelings of insecurity towards HIV and to examine 

what the general knowledge is about HIV among HCWs in nursing homes with the purpose to 

pinpoint a potential issue that needs attention and resources. To attain information, a 

collective case study of three nursing homes in Nacka municipality is conducted by using 

interviews and questionnaires as primary methods. The result will be analyzed according to 

case study methodology and processed by statistical analysis. 

Research questions  

• What is the general knowledge about HIV in Swedish nursing homes?  

• Have health care workers in Swedish nursing homes feelings of concern about attending a 

person living with HIV?   
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Background 

HIV in Sweden 

Approximately 7,000 people lived with HIV in Sweden in 2017. The average number of new 

reported cases has been 463 during the last ten years, indicating an incidence rate of 

approximately 4.3 cases per 100,000 inhabitants. This makes HIV a fairly uncommon disease 

in Sweden15
. Sweden has managed to be the first country to fulfill the UNAIDS 90-90-90 goal 

launched in 2014. In practice, this means that more than 90 percent of all people that live with 

HIV are diagnosed, that more than 90 percent of these are on antiretroviral therapy and that 

more than 90 percent of these have less than 20 virion particles/mL blood16
. These success 

results have, however, made Swedish politicians and decision-makers put down their guard 

against HIV by cutting funding, decentralize HIV prevention strategies to county councils and 

municipalities, as well as declining their interest in beating the disease17,18
. We can agree that 

the threat is no longer as alarming in Sweden as it was in the beginning of the AIDS outbreak, 

but nevertheless, Sweden is still struggling in fighting HIV-stigmatization, improve quality of 

life for people living with HIV and most of all increase knowledge about HIV in health care 

settings16,19
. Previous studies highlight practical experience, increased HIV knowledge and 

higher levels of education as factors for reducing prejudicial attitudes among HCWs20, 21, 22, 23.  

HIV and AIDS-related stigmatization and discrimination are both complex social and cultural 

phenomena, which can take a range of forms and appear in different contexts14. Okoror et al. 

conceptualize a three-part dimensional scheme of HIV-stigma, which include intrapersonal, 

interpersonal and structural stigmatization24. Intrapersonal stigma is defined as feelings of 

shame or blame based on negative social judgements of one’s identity. Interpersonal stigma, 

also known as external stigma are discriminating actions against a person with a HIV 

diagnose and structural stigma is when micro-level processes reinforce and maintain ideas of 

what is “normal” and more importantly what is “abnormal” behavior, attribute or character to 

an individual24
. When the AIDS outbreak came about, it was first identified in a cluster of 

men who have sex with men and later in injectional drug users and sex workers25, 14. Because 

of that, the public tend to perceive HIV as a disease of “others” and that people living with 

HIV are perceived as more responsible and blameworthy of their disease compared to other 

diseases11,14, 26.   

As anyone, HCWs can become influenced by attitudes of the greater society11
. Studies show 

that people living with HIV experience a range of different stigmatizing and discriminating 

action in health facilities. A study in Tanzania found that HIV-positive individuals received 
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different treatment, were denied care, neglected, experienced verbal abuse and gossip, as well 

as disclosure of their HIV status without consent27, 28
. Another study in Sweden showed 

similar experiences of stigmatization and discrimination, including incorrect hygiene practice, 

breach of privacy, denial of care, neglected body language, non-relevant questions and 

inappropriate or obscene language29. Also, Röndahl et al. examined nurses, assistant nurses, 

nursing students and assistant nursing students attitudes towards HIV-positive patients at an 

infectious disease clinic in central Sweden. Overall, the participants expressed empathic 

attitudes and low degree of fear against patients with a HIV-diagnose. Yet, 36 percent of the 

participants included in the professional groups (nurses and assistant nurses) stated that they 

would have liked to refrain from nursing a patient with a HIV-diagnose if possible. The study 

concluded that underlying reasons for wanting to refrain from care was mainly due to fear of 

contagion, but also homophobia and personal insecurity30. Even though, ignorance, lack of- 

knowledge and experience of HIV and AIDS often have been seen as the predominant cause 

influencing discriminatory behavior14, 31
.  

HIV infectivity in Swedish health care settings have shown to be extremely unusual. In fact, 

according to the PHAS, there is no case of HIV transmission between a patient and a health 

care worker8, 32. Even in a scenario of a stick- or cut wound, with a contaminated instrument, 

the infectious risk is only 0.3 percent if the HIV-positive individual has good adherence to 

HAART33.  

The Swedish basic hygiene guidelines  

Anyone who work with medical care in Sweden are instructed to follow the Basic hygiene in 

health care and care guidelines34
. The aim of having BHGs is to minimize infectivity in 

health care settings, both through direct- and indirect infectivity between patients and 

workforce. Special accommodations, such as nursing homes, are also obliged to follow BHGs 

in procedures of physical care of a patient, surface or instrument, if there is a risk of 

infectivity35
.  

BHGs consists of seven directions that concerns work clothes, hand disinfection, hand wash, 

gloves, protective clothing, splash protection and respiratory protection35
 (see the complete 

summary of BHGs in the appendix).  

A standard rule in Swedish medical care is to consider all blood as infectious, whether a 

patient have a bloodborne infection or not. During treatments and procedures that may 

comprise blood, basic hygiene practice should always be applied. Transmission can occur 
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through sticks and cuts with contaminated instruments or if contaminated blood where to 

splash into an open wound or in any mucous (mouth, nose and eye), which makes it crucial to 

follow BHGs specific for handling blood to minimize the risk of infectivity35
. However, it is 

also important to follow the routines correctly. Using protective equipment during provider-

patient interactions without any risk of transmission of bloodborne pathogens can infringe on 

the patient’s identity12. 

Aging with HIV 

When the first young men and women was transmitted with HIV in the 1980s, there were few 

who ever thought that some of them would live long enough to see the day when they turned 

50 years old. Today, researchers estimate that those who begin HAART at an initial CD4 

count above 200 can expect to live well into their 70s5, 36
. Despite increased life expectancy 

the biomedical outcomes are still unsure. Scientific studies indicate that people aging with 

HIV will face age-related disease earlier than what the general population does. Including are 

osteoporosis, which is one of the side effects of long-term treatment with antiretrovirals, non-

AIDS related cancers, such as cancers in the lungs, digestive tract, blood, anal cancer, and 

mental health issues which include dementia, depression and Alzheimer´s disease5, 16, 37, 38
. As 

HIV and ageing both effect the production of T cells, a key component of the body´s immune 

system, comorbidities might be the biggest challenge in achieving health recovery at older 

age37
. Cardiovascular disease and liver diseases are also highly related to ageing, but for 

people living with HIV is it also a consequence of long-term use of antiretrovirals and the 

leading causes of mortality5. Above-mentioned disabilities are just a small piece among many 

others that can affect people living with HIV as they grow older and at the same time, there 

are still many knowledge gaps that need more scientific research to fully understand how it is 

to age with HIV.   

As people living with HIV becomes older and get more susceptible for, e.g. dementia and 

osteoporosis, they will most likely become more dependent on health care. Furthermore, 

many HIV-positive individuals are living without family, children and grandchildren and may 

therefore become enrolled into the Swedish elderly care system in a greater extent than the 

general population16. 

The current situation for greeting people living with HIV into the Swedish elderly care system 

is in some ways ambiguous. Nursing homes use the sufficient BHGs and have close 

collaborations with hygiene-nurses from the county in situations of more unusual diseases or 

disorder, indicating that the nursing homes easily can remediate feelings of concern or 
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knowledge gaps among the HCWs. On the other hand, there is no scientific study or report in 

Sweden about HCWs in nursing homes knowledge and attitudes about HIV, nor is there 

numerous scientific studies from other countries. This study will hopefully shine light over 

some of the knowledge gaps that exist with regards to HCWs knowledge and feelings about 

HIV in nursing homes.   

 

Methodology and method 

To attain information about what attitudes, exist about HIV and what the general knowledge 

is among HCWs in nursing homes, an exploratory mixed method using the methodological 

framework of doing a collective case study was done (also known as either Cross-sectional 

case study39 or Cross-case study40), by conducting interviews with key informants and 

perform an extensive questionnaire survey among selected HCWs.  

John Creswell´s book Qualitative Inquiry & Research Design – Choosing Among Five 

Approaches from 2007 have been specifically indicative during the research process41. 

Collective case study 

One of the most important, and yet challenging acts in performing a case study is to select a 

“case” (or cases) and decide the “boundaries” of the case – how it might be delimited in terms 

of time, events and processes41. For this study the selected nursing homes are identified as 

“critical cases”, meaning that they are chosen based upon the premise’s that it will enhance a 

better understanding of the circumstances in which the hypotheses will and will not hold39
. 

This study has chosen to select several cases to illustrate the issue and possibly identify 

different perspectives of the issue in between the cases41
. This shaped the study into having a 

comparative design, where different cases can be studied using the same methods39
. Using the 

collective case study approach allow triangulation that includes using interviews and 

questionnaires as methods.  

Delimitates and eligible criteria  

This paper is delimitated to Stockholm county since more than 50 percent of all people living 

with a positive HIV-diagnose in Sweden live in Stockholm42
. Stockholm county has more 

than 900,000 accounted residents and 214 nursing homes43
. If the study had the aim to cover 

entire Stockholm, it would have been necessary to enroll a great sample size. However, due to 

the set time range of the project this was not feasible, so instead one of the less populated 

municipalities in Stockholm with similar demography as Stockholm county was selected 
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(Nacka municipality). Nacka municipality has, compared to Stockholm municipality, only 

101,303 accounted residents and 13 nursing homes44
. Five of which owned by the 

municipality, six private and two owned by private-foundations. All of them are specialized in 

dementia and somatic treatments45. Table 1 shows the demography of Nacka- and Stockholm 

municipality in 2017. Nacka municipality has a slightly higher percentage of people aged 65 

or older, meanwhile, Stockholm has a higher percentage of people that are foreign born. In 

other regards the two municipalities are quite alike44. 

Table 1. Statistics of the annual population, 31th December 2017 from SCB.  

    Nacka municipality Stockholm municipality 

Population   101,231 949,761 
    

Gender       

Women  50.4 50.6 

Men  49.6 49.4 

    
Years   

0–17  25.3 19.9 

18–64 58.6 65.4 

65  16.0 14.7 
    

Relationship status       

Married 34.1 27.9 

Divorced  9.4 10.6 
 

 
 

 
Nationality     

With foreign background 25.4 32.8 

Foreign born  19.5 24.7 

Foreign citizens   8.8 11.1 

 

Only nursing homes specialized in either dementia or somatic care was selected to the study 

since dementia and somatic disabilities are both common side effects of aging but also an 

additional side-effect of long-term treatment with antiretrovirals5, 16
.   

The idea was to do a collective case study by selecting one nursing home from each category 

(municipal, private and private foundation). To make a proper sample selection, all nursing 

homes were listed in an alphabetical order and labeled with different colors depending on 

selection groups (see table 2). The nursing homes was then systematically contacted by 

following the selecting groups until one nursing home from each category was enrolled in the 
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study (see table 3). By using this method, the contact process remained structuralized, which 

in turn minimize the risk of selection bias.  

Two nursing homes were not contacted, the one in selection group four had a superintendent 

on sick leave and the nursing home in selection group six did not have to be contacted 

because three nursing homes had already accepted participation.  

Table 2. Categorized selection groups in a color ramp.  

            

First selection Second selection Third selection Fourth selection Fifth selection Sixth selection 

 

Table 3. Contact process among the selectable nursing homes in Nacka municipality.  

Organization form Type of care Contacted Response 

Private 
Dementia and 

Somatic care 
X No response  

Private-foundation 
Dementia and 

Somatic care 
X No response 

Private 
Dementia and 

Somatic care 
X Declined participation 

Private Dementia X Declined participation 

Private 
Dementia and 

Somatic care 
X No response 

Municipal 
Dementia and 

Somatic care 
X No response 

Municipal 
Dementia and 

Somatic care 
X Declined participation 

Municipal 
Dementia and 

Somatic care 
X Declined participation 

Municipal 
Dementia and 

Somatic care 
  Sick leave 

Municipal Somatic care X Accepted participation 

Private 
Dementia and 

Somatic care 
X Accepted participation 

Private 
Dementia and 

Somatic care 
    

Private-foundation 
Dementia and 

Somatic care 
X Accepted participation 

 

The idea of a comparative study design was not to select a winner or a loser among the 

participating nursing homes based on their responses. As mentioned above, choosing several 

cases can help to illustrate the issue and perhaps identify different perspectives. Therefore, 

participating nursing homes will be referred as “A”, “B”, and “C” in this study.  
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Interviews and questionnaires 

Before conducting interviews and handing out questionnaires all participants were promised 

full anonymity once they decided to participate in the study. Full anonymity means that 

participants identity will not be disclosed through reading the study nor shared with anyone 

outside the research team before, during or after the research process.  

Interviews were carried out with each superintendent from the participating nursing homes 

during a week in the beginning of March 2018. Two interviews were done face-to-face at the 

nursing homes and recorded for better transliteration, meanwhile one interview was held over 

telephone and thereby not recorded. Recordings were done with consent from the interviewed 

and the interviews lasted between 15 to 30 minutes. The interview form was two-folded, 

consisting of ended and open questions. Ended questions were used to gather as much 

information as possible about the nursing homes organization, routines and previous 

experience of bloodborne infections. Open questions were used to obtain a deeper 

understanding to how the superintendents reason about HIV more generally.  

Questionnaires were handed out to each nursing home, approximately one week after the 

interviews were conducted. The superintendents had been informed to encourage all 

employees who work with health care, to participate in the study. Participants had nearly one 

and a half week to partake in the study.  

The questionnaire was divided into three parts, including more general demographic 

questions, questions about routines, experiences of and attitudes to bloodborne infections, and 

attitudes and fact-related questions about HIV. The questionnaire consisted mostly of closed 

nominal or structured questions but had a couple of open questions to encourage the 

participants to explain with own words their feelings about bloodborne infections and HIV 

(see the whole questionnaire form in the appendix). 

Statistical analysis  

All quantitative data generated from the completed questionnaires were entered to Excel for 

descriptive analysis. Open-ended responses from questionnaires and the interview notes were 

analyzed inductively, by identifying and organizing data into themes. Then, selected parts of 

the data were reclassified to be comparable with the quantitative data in Excel. Table 4 

illustrate variables from the questionnaire.  
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Table 4. Variables used for analysis. 

Variables Type 

Gender Categorial 

Age Numerical 

Highest degree of education Ordinal 

Employment type Ordinal 

Work experience in years Numerical 

Education in bloodborne infections Ordinal 

Enough knowledge in BHGs specific for bloodborne infection Ordinal 

Experience in attending a person with a bloodborne infection Categorial 

Concern about attending a person with a bloodborne infection Ordinal 

Knowledge about necessary protecting clothing when attending a person living with HIV Categorial 

Knowledge about HIV is most infectious  Categorial 

Knowledge about HIV infectivity during suppression by antiretrovirals Ordinal 

Knowledge about HIV transmission Categorial 

Knowledge about HIV transmission within the Swedish healthcare system Categorial 

Concern about attending a person living with HIV Ordinal 

Reasons for concern for attending a person living with HIV Categorial 

 

All statistical analysis was conducted in R: The R project for statistical computing46
. 

Pearson´s Chi-squared test was used to analyze categorial data, e.g., to find potential 

statistical significance between the cases and variables. Pearson’s correlation coefficient was 

used to examine if the variables fluctuate together. This study used three levels of significance 

to reject the null hypothesis when conducting Pearson´s Chi-squared test, i.e. 5%, 1% and 

0.1%.   

Method critique  

There are some critiques regarding the method to this study that warrant a comment. First, one 

interview was held over telephone and lasted for 15 minutes, which is half the time the other 

interviews lasted. When conducting telephone interviews, they sometimes suffer from certain 

limitations compared to face-to-face interviews. One is regarding the length of a telephone 

interview, where telephone interviews often become unsustainable when beyond 20-25 

minutes39. However, in this case the interview was limited due to it lasting less than 20 

minutes. If the interview had been held in person, the interviewed might have felt compelled 

to answer the questions more thoroughly. Nevertheless, the information obtained from the 

telephone interview was still of value and useful for the study.  
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Second, a total of 95 participants completed the questionnaire out of 220 approached HCWs 

at the three nursing homes, which result in a response rate of approximately 43 percent. The 

quite low response rate indicates a dilemma of non-response error. Without a follow-up 

survey, the underlying reasons for refusing to answer the questionnaire will never be known. 

Third, interviews and questionnaires were conducted in Swedish and then translated to 

English. The collected data was analyzed and process with objectivity. However, due to the 

nature of translation, some words may differ due to the translation process. The impact of this 

is, however, not estimated to have changed the meaning of whole sentences.  

Fourth, one of the superintendents was newly positioned as superintendent and during the 

interview, some of her statements did indicate a knowledge gap, specifically in regard to the 

employees’ perception when it comes to bloodborne infections and HIV. It would have been 

preferable to only interview superintendents with long-term experience at the same nursing 

home, but not including this nursing home into the study was not an option. This since all 

other nursing homes with the same organizational form had declined to participate in the 

study. Therefore, having three nursing homes with different organizational forms were 

considered more important.  

Ethical considerations  

Confidentiality between the researcher and the study participant is one of the most important 

aspects of ethical considerations when conducting a qualitative study. During the whole 

process, from approaching potential subjects of interests to generating report of the data, 

participant was kept complete anonymously.   

Results 

Subjects  

Demographic data of the three nursing homes and the participants who completed the 

questionnaire are summarized in table 5. Across all three nursing homes, a total of 95 

participants completed the questionnaires. Most participants were women (80%), aged between 

31-50 years old (56%), educated to assistant nurses (74%), full-time employees (53%) and with 

one to ten years of work experience in the field (44%). 
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Table 5. Socio-demographic data over participants.  

  Total Women Men 

A 10 8 1 

B 28 17 9 

C 57 51 6 

Total 95 76 16 
        

Age, by category      

20-30 14     

31-40 21     

41-50 21     

51-60 14     

61-70 5     
        

Highest degree of education      

Middle school 1     

High school 3     

Assistant nurse 70     

Nurse 12     

Other 7     

No response 2     
        

Employment type      

Full-time 50     
Part-time 37     
Employed by the hour 3     
Temporary employment  1     
No response 5     
    
Work experience, years    

1 < 1   

1-10 42   

11-20 30   

21-30 12   

31-40 2   

41-50 1   

No response 7   

 

Education and experience in basic hygiene practice for attending bloodborne infections  

Presented under this section is the participants’ experience and knowledge about BHGs 

specifically for bloodborne infections, as well as each nursing home´s superintendent’ 

statements about the guidelines. 

Basic hygiene guidelines specific for bloodborne infections 

During the interviews the superintendents were to answer if they have routines specific for 

bloodborne infections in place, how they have implemented and communicated these to the 

HCWs. All superintendents stated that they primary use the BHGs and have a nurse in charge 

of information and guiding colleagues whenever concern or lack of knowledge arises. In 

situations of more unusual diseases or disorders, a hygiene-nurse from the county is involved 

to inform and lecture employees in the nursing homes with the purpose to unsolved any 

irregularities.  
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Education in Basic hygiene guidelines specific for bloodborne infections 

All superintendents stated that they work according to the BHGs. The superintendent at 

nursing home C, stated the following:  

“Yes, we have routines and those are mediated when necessary. The routines are 

always visible at out intranet, but when necessary, they are printed out and 

mediated to the personnel. Just to make sure that no one is feeling uncertain. We 

want to make sure that all personnel know how to handle all types of situations. 

[…] We always work with basic hygiene guidelines to prevent infectivity, 

regardless of where the infection is present.” 

The participants were to answer if they have received education in the BHGs specifically for 

bloodborne infections. All 95 participants answered the question. A clear majority (77%) 

answered they had received education. Figure 1 presents the total response distribution and 

distribution across the nursing homes. As shown, nursing home B had the highest percentage 

of participants answering that they have received education in the BHGs specifically for 

bloodborne infections, closely followed by nursing home A and C. 

 

Figure 1. Participants responses of possessing education in BGHs specific for bloodborne infections, presented in total, 

nursing home A, B and C.  
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Self-monitoring of compliance to basic hygiene guidelines 

The participants were to answer if they have self-monitoring protocols for compliance to 

BHGs at their workplace. Overall, 93 participants, corresponding to 98 percent answered the 

question. The majority (85%) answered that they have self-monitoring protocols to BHGs. 

Figure 2 presents the total response distribution and distribution across the nursing homes. 

Nursing home A had the highest percentage of participants answering that they have self-

monitoring protocols for compliance to BHGs. 

 

Figure 2. Participants responses of self-monitoring compliance to BHGs presented in total, nursing home A, B, and C.  

 

Experience in attending a person with a bloodborne infection  

Nursing home B and C had previous experience of individuals with bloodborne infections, 

especially individuals with Hepatitis C. Meanwhile, the superintendent at nursing home A did 

not know if they ever have had an individual with a bloodborne infection. She also mentioned 

that she was fairly new at her position at the nursing home. At nursing home C, one person 

living with HIV had stayed at their resident. The superintendent at nursing home C, stated the 

following: 

“Yes, we have had individuals with bloodborne infections. It is more of an 

exception but yes, Hepatitis C, but also one with HIV during a short period. 

Except from that, I have no more information.” 
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The participants were also to answer if they have experience in attending a person with a 

bloodborne infection. Overall, 94 participants, corresponding to 99 percent answered the 

question, where 67 percent answered that they have experience and 33 percent had not. Figure 

3 presents the total response distribution and the distribution across the nursing homes. As 

shown, all nursing homes had approximately 70 percent answering that they have experience 

in attending a person with a bloodborne infection. 

 

Figure 3. Participants responses in possessing experience in attending a person with a bloodborne infections, presented in 

total, nursing home A, B and C. 

 

Attitudes when attending a person with a bloodborne infection 

Presented under this section is the participants’ attitudes about attending a person with a 

bloodborne infection and the superintendent’s perceptions of the employee’s feelings about 

bloodborne infections. 

Feelings of concern when attending a person with a bloodborne infection  

During the interviews, the superintendents were to answer if they have had acknowledged 

feelings of concern among employees about attending a person with a bloodborne infection. 

According to the superintendent at nursing home B, feelings of concern can appear from time 

to time among the employees. She stated the following: 
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“Yes, and when it happens, it is a matter of increasing the knowledge. 

Sometimes our nurses can become concerned, especially if we get an infection 

that we rarely see.” 

Meanwhile, the superintendents at nursing home A and C had not recognized feelings of 

concern about bloodborne infections among the employees. However, according to the 

superintendent at nursing home C, employees are afraid of bacterial infections and especially 

to methicillin-resistant Staphylococcus aureus (MRSA). She stated the following: 

“No, not to bloodborne infections, but there is a hysteria about bacteria. It is fear 

people are feeling, not concern. They are afraid of becoming infected during 

working hours.”   

In the questionnaire, participants were to answer if they would feel concern about attending a 

person with a bloodborne infection. Overall, 95 percent of the participants answered the 

question. Most participants answered that they would feel partly concerned (46%) or not 

concerned (43%). Less than 10 percent (7%) answered that they would feel concerned and 

four percent of the participants answered that they did not know. Figure 4 presents the total 

response distribution and distribution across the nursing homes.  

 

  

Figure 4. Participants responses of feeling concern or no concern about attending a person with a bloodborne infection, 

presented in total, nursing home A, B and C.  
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Participants could answer, with own words, why they would feel/or not feel concerned about 

attending a person with a bloodborne infection. A total of 76 percent answered the question 

and gave several different reasons and therefore, responses got categorized into classes (see 

table 6). Most participants gave answers which indicated no concern (67%), such as lack of 

experience, sufficient knowledge - and routines, and other reasons. All participants who 

indicated concern (33%) about attending a person with a bloodborne infection stated, fear of 

infectivity. 

Table 6. Participants reasons for feeling concern or no concern, presented in summarized in classes. 

Concern 
Number of 

participants 
No concern 

Number of 

participants 

Fear of infectivity 15 Lack of experience 6 
  Sufficient knowledge 19 

  Sufficient routines 24 

  Other reasons 8 

Total 15  57 

 

Analysis of knowledge, experience and attitudes about bloodborne infections  

The participants were also to answer, in the questionnaire, whether they have received 

education in BHGs specifically for bloodborne infections. Altogether, most participants 

answered that they have received education. But nearly one fourth of the participants 

answered they lacked the education (23%). The participants were also to answer if they 

thought they have sufficient knowledge in BHGs specific for bloodborne infections to feel 

secure in their working practice. Most participants answered they have sufficient knowledge, 

but slightly more than one fourth of the participants answered they feel partly comfortable in 

their knowledge (26%). Table 7 presents a cross-tabulation of the above-mentioned variables 

showing that those participants who lacked education, in a greater extent felt unsecure or 

partly secure in their work practice with bloodborne infections. The correlation coefficient 

between the variables is 0.33, indicating a weak positive relationship.  

Table 7. Cross-tabulation of variables education in BHGs for bloodborne infections and sufficient knowledge in BHGs 

specifically for bloodborne infections.  

Education in BHGs 

for bloodborne 

infections 

Sufficient knowledge in BHGs specifically for bloodborne 

infections 

 Don´t know No Partly Yes Total 

No 1 4 11 6 22 

Yes 1 1 14 58 73 

Total 2 5 25 64 95 
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Most participants answered that they have education in BHGs specific for bloodborne 

infections but nearly half (48%) of the participants stated that they would feel concern or 

partly concern about attending a person with a bloodborne infection (see table 8). The 

correlation coefficient of the above-mentioned variables is 0.13, indicating a very weak 

positive relationship.  

Table 8. Cross-tabulation of the variables education in BHGs specifically for bloodborne infections and concern about 

attending a person with a bloodborne infection.    

Education in BHGs 

specifically for 

bloodborne infections Concern about attending a person with a bloodborne infection  

 Don’t know No Partly Yes Total 

No  7 12 2 21 

Yes 4 32 29 4 69 

Total 4 39 41 6 90 

 

Most participants answered that they have experience of attending a person with a bloodborne 

infection, but equally as many who stated concern or partly concern about attending a person 

with a bloodborne infection stated no concern (see table 9). The correlation coefficient of the 

above-mentioned variables is 0.28, indicating a weak positive relationship.  

Table 9. Cross-tabulation of variables experience of bloodborne infections and concern about attending a person with a 

bloodborne infection.  

Experience of 

bloodborne infections Concern about attending a person with a bloodborne infection 

 Don´t know No Partly Yes Total 

No 3 9 14 3 29 

Yes  30 27 3 60 

Total 3 39 41 6 89 

 

Furthermore, the participants were to answer, with own word, why they would feel/not feel 

concern about attending a person with a bloodborne infection. Across the nursing homes there 

were 15 participants who stated fear of infectivity as a reason for feeling concern. All 

participants who answered fear of infectivity were women with an average age of 39 years 

old. Most were educated to assistant nurses, with a full-time employment and had an average 

work experience of 11.3 years (see table 10). When looking at the correlation of the above-

mentioned variables in a correlation matrix, all correlation coefficients indicated a very weak 
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positive or negative relationships. To the extent that no significant linear relationship was 

shown. 

Table 10. Demographic data over the participants stating they feel fear of infectivity to bloodborne infections.  

  

Number of 

participants 

Interval, 

years 

Average, 

years 

Women   15     

Age   25–60 39 

     
Highest degree of 

education     
Nurse   3     

Assistant nurse  9   
Other  2   
No response  1   
Total   15     

     
Employment type     
Full-time  9   
Part-time  5   
No response  1   
Total   15     

     
Work experience, years     1.5–42 11.3 

 

To test whether there is a statistically significant difference between nursing home A, B and C 

in terms of self-monitoring protocols, education BHGs specifically for bloodborne infections, 

experience of attending a person with a bloodborne infection, and sufficient knowledge in 

BHGs specifically for bloodborne infections to feel secure in their working practice, several 

Pearson´s Chi-squared tests were computed. None of the tests show any statistical 

significance between the observed variables.   
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General knowledge about HIV 

Participants were to respond five HIV-related questions, with the purpose to give an 

indication of the level of general knowledge about HIV among the HCWs in nursing homes. 

First, the superintendent’s statements about what they think the general HIV knowledge is 

among the employees will be presented followed with the result from each question. 

Superintendents thoughts about the employee’s HIV knowledge 

During the interviews superintendents were to answer what they thought the general 

knowledge about HIV is among the employees. Most of them thought that the HCWs has 

fundamental knowledge about HIV but some, especially assistant nurses, may need increased 

knowledge. The superintendent at nursing home C stated the following:  

“A rough estimate, among the nurses, is that knowledge is quite good, because 

they are more educated. Some of the assistant nurses, however, might need 

increased knowledge, especially in how these infections transmit. There are 

those who does not even dare to shake hands.” 

The superintendent at nursing home A thought all employees, no matter the educational 

background, have more knowledge about HIV than the general population. She stated as 

followed: 

“I believe their knowledge is better than the general population because they 

have experience in taking care of other infectious diseases. However, I don’t 

think they ever thought they would have individuals with HIV at the resident.”   
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1. Is protective clothing necessary to wear when there is no risk of HIV transmission? 

In the first HIV-question, participants were to answer if they believe protecting clothing is 

necessary to wear when attending a person living with HIV, even when there is no 

transmission risk of bloodborne pathogens. Overall, 99 percent of the participants answered 

the question. Most participants (70%) answered that it is not necessary, 24 percent believed 

protecting clothing is necessary and five percent answered that they did not know (see figure 

5). The right answer to this question was, no, it is not necessary to wear protecting clothing 

during interactions without transmission risk of bloodborne pathogens35
. Figure 5 presents the 

total response distribution and distribution across the nursing homes. 

  

Figure 5. Participants’ responses on whether protective clothing is necessary to wear when attending a person living with 

HIV, even when there is no transmission risk of bloodborne pathogens, presented in total, nursing home A, B and C.  
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2. When is HIV most infectious? 

In the second question of the five HIV-related questions, participants were to answer when 

HIV is most infectious (when suppressed by antiretrovirals). Overall, 91 percent answered the 

question. Most participants (76%) thought HIV is equally infectious at all time or thought 

HIV is most infectious the period after the transmission occasion (23%). One participant (1%) 

believed HIV is most infectious a year after the transmission occasion. The right answer to 

this question was, the period after the transmission occasion8. Figure 6 presents the total 

response distribution and distribution across the nursing homes. 

 

 

 

Figure 6. Participants’ responses to when HIV is most infectious (when suppressed by antiretrovirals), presented in total, 

nursing home A, B and C.  
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3. How infectious is HIV during treatment? 

In question three out of five, participants were to answer what the HIV infectivity level is 

when suppressed by antiretrovirals. Overall, 74 percent answered the question and the 

responses were quite evenly distributed. Most participants believed the infectivity is either 

low (31%) or high (21%), among the remaining participants did 17 percent believe the 

infectivity to be very low and seven percent, very high (see figure 7). Right answer on this 

question was very low33. Figure 7 presents the total response distribution and distribution 

across the nursing homes. 

 

 

 

Figure 7. Participants’ responses of HIV infectious levels during suppression by antiretrovirals, presented in total, nursing 

home A, B and C. 
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4. How can HIV transmit between humans? 

In the fourth HIV-related question, participants were to answer how HIV can be transmitted 

between humans. Overall, 97 percent of the participants answered the question. Most 

participants (98%) answered that HIV can transmit through blood, sexual contact, birth from 

mother to baby. However, one participant (1%) answered that HIV can transmit trough skin 

contact, and another one (1%), through kisses (see figure 8). The right answer on this question 

was, through blood, sexual contact, birth from mother to baby47. Figure 8 presents the total 

response distribution and distribution across the nursing homes. 

 

 

 

Figure 8. Participants’ responses on how HIV can transmit between humans, presented in total, nursing home A, B and C. 
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5. Have HIV been transmitted between provider-patient interactions in Sweden?  

In the fifth and last HIV-related question, participants were to answer if they believed HIV 

have ever been transmitted during provider-patient interactions in Sweden. Overall, 73 

percent answered the question, most of the participants (57%) thought transmission has 

occurred several times, remaining participants (27% and 4% respectively) thought 

transmission never occurred or has occurred many times (see figure 9). The right answer on 

this question is, it has never occurred8. Figure 9 presents the total response distribution and 

distribution across the nursing homes. 

 

 

Figure 9. Participants’ responses of HIV transmission between HCWs and patients in the Swedish health care, presented in 

total, nursing homes A, B and C. 
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Analysis of the participants’ knowledge about HIV  

All superintendents answered that they thought the general knowledge about HIV was quite 

good among the employees due to experience of other bloodborne infections and their 

education. In table 11, the correct answers for each HIV-related question is presented in total 

and for the nursing homes separately. Altogether, two out of five questions had 70 percent or 

higher degree of correct answers. These were, if protective clothing is necessary to wear when 

attending a person living with HIV even if there is no transmission risk of bloodborne 

infections and how can HIV transmit between humans. Among the remaining three questions, 

39 percent was the highest result of correct answers.  

To test whether there is a statistically significant difference between nursing homes A, B and 

C in terms of the five HIV-related questions, Pearson´s Chi-squared tests were computed. No 

statistical significance was shown for the observed variables. 

The correlations between all HIV-related questions were looked at. All correlation 

coefficients indicated a very weak positive or negative relationships. To the extent that no 

significant linear relationship was shown. 

Table 11. Correct answers of the HIV-related questions visualized in total and nursing homes separately.  

Right answers to the HIV-

related questions Nursing home A Nursing home B Nursing home C 

 

 

Total, nursing homes 

1. It is not necessary to 

wear protective clothing  70% 68% 71% 

 

 

 

70% 

2. The period after the 

transmission occasion 22% 36% 17% 

 

 

 

23% 

3. The infectivity is very 

low 0% 29% 15% 

 

 

 

17% 

4. Through blood, sexual 

contact, birth from mother 

to baby 100% 96% 98% 

 

 

 

98% 

5. Transmission has never 

occurred 43% 50% 33% 

 

 

 

39% 

As shown in table 11, approximately 30-32 percent of the participants at each nursing home 

believe protective clothing to be necessary to wear when attending a person living with HIV 

even when there is no transmission risk of bloodborne pathogens. Table 12 shows the variables 
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protective clothing and education in BHGs specifically for bloodborne infections shown in a 

cross-tabulation. Among those who believed protective clothing is necessary to wear, 18 

participants have education in BHGs specifically for bloodborne infections. The correlation 

coefficient between the above-mentioned indicate no linear relationship. 

Table 12. Cross-tabulation of the variables, protective clothing when attending a person living with HIV even when there is 

no transmission risk of bloodborne pathogens and education in BHGs specific for bloodborne infections.  

Is protective clothing necessary 

to wear when attending a person 

living with HIV? Education in BHGs specifically for bloodborne infections 

 No Yes Total 

Do not know 1 4 5 

No 15 51 66 

Yes 5 18 23 

Total 21 73 94 

 

 

Attitudes when attending a person living with HIV 

The participants’ attitudes for attending a person with a HIV-diagnose will be presented under 

this section. First, the superintendent’s statements about what they think their employees 

would feel about attending a person living with HIV will be presented, followed by the results 

from the questionnaire, and lastly a section of statistical analysis.   

Feelings of concern when attending a person living with HIV 

During the interviews the superintendents were to answer if they believed their employees 

would feel concerned about attending a person living with HIV. The superintendent at nursing 

home A was certain that such a thing could happened. She stated the following: 

“Yes, due to experience of concern about other diseases, such as Norwalk virus.    

The individual security has been put in first place.” 

The other two superintendents reasoned differently. The superintendent at nursing home B 

though the question was hard to answer. She thought feelings of concern might be possible, 

but that it is very subjective. Later she mentioned that the nursing home had taken care of a 

person living with HIV, but that it was before she started there. Without knowing how they 

handled the situation in detail, she explained how she would have done and stated the 

following:  

“If a person with a positive HIV-diagnose would come to the nursing home 

today, I would call in our medical responsible nurse and the hygiene-nurse from 
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the county to inform the staff and really clarify what we need to do, just to make 

sure that no one feel insecure. Even if we know that basic hygiene routines just 

need to be followed can nurses sometimes become insecure and we need to have 

informing meetings. So, this is probably how it would play out.”  

The superintendent at nursing home C answered the question with another question. She 

stated as follow: 

“The question is, I wonder if they would dare to say that they are concerned 

about HIV. Because, somewhere, there has been a public debate about HIV 

and AIDS, so the question is if they would dare to show their ignorance to the 

discussion. I mean, if they would state concern, they show their lack of 

knowledge about HIV. I do not think they are afraid getting yelled at, more to 

show their lack of knowledge.”  

The participants were to answer if they would feel concern about attending a person living 

with HIV. Overall, 95 percent answered the question. Most participants answered they would 

not feel concerned (45%) followed by 34 percent answering they would feel partly concerned, 

11 percent would feel concerned and almost as many (10%) answered that they did not know 

(see figure 10). Figure 10 presents the total response distribution and distribution across the 

nursing homes. Nursing home B was the only one of the participating nursing homes who had 

experience of attending a person living with HIV and were those with highest percentage of 

participants feeling no concern.  



34 

 

 

Figure 10. Participants responses on concern about attending a person with HIV, presented in total and nursing home A, B 

and C.  

 

Reasons for feeling concern  

The superintendents were to answer what they thought the underlying reasons for feeling 

concerned about HIV could be among the employees. The superintendent at nursing home A 

though concern towards HIV can arise due to the simple reason that the employees do not 

want to get infected. While, according to the superintendent at nursing home B can disturbing 

memories of the AIDS outbreak in the 80s obscure peoples picture of what HIV is today. She 

stated as follow: 

“Many of us followed HIV and remember that it was, not too long ago, a highly 

deadly disease. […] Also, how the health care in the 80s handled the outbreak 

may remain in memory. That is something you just don’t shake off. […] HIV is 

special, the memories are very terrible.”   
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The participants were also to answer, with own words, why they would feel concern about 

attending a person living with HIV. Participants nine from nursing home A stated as follow: 

 “Because, I do not have enough knowledge” 

While participant 51 from nursing home care C stated: 

“There is a great risk of getting stick wounds. Also, there is a great risk when 

you relieve wounds or managing body fluids.”  

Comments from the participants could be categorized into three categories, “HIV infectivity”, 

“Insufficient knowledge”, and “Other reasons”. Overall, approximately 38 percent answered 

the question. Most participants (50%) stated HIV infectivity as a reason for feeling concerned, 

others answered (33%) insufficient knowledge, and a few participants (17%) gave inadequate 

statements and got categorized as, “Other reasons” (see figure 11). All participants, except the 

ones who gave inadequate statements, indicated feelings of concern about attending a person 

living with HIV.  

 

Figure 11. Participants responses of reasons for feeling concerned about attending a person living with HIV. 

 

Analysis of the participants’ attitudes to HIV 

To test whether there is a statistically significant relationship between nursing home A, B and 

C in terms of concern about attending a person living with HIV, Pearson´s Chi-squared test 

was computed. No statistical significance was shown.  

A cross-tabulation of the variables, experience in attending a person with a bloodborne infection 

and concern about attending a person living with HIV is shown in table 13. Among those who 

answered they have experience, did18 participants state that they would feel partly concerned 

33%

50%

17%

Total

Insufficient knowledge

HIV infectivity

Other reasons
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and six participants stated that they would feel concerned. The correlation coefficient between 

the above-mentioned variables is 0.36, indicating a weak positive relationship.  

Table 13. Cross-tabulation of the variables, experience in attending a person with a bloodborne infection and concern about 

attending a person living with HIV.  

Experience in 

bloodborne infections Concern about attending a person living with HIV 

 Don´t know No Partly Yes Total 

No 6 6 13 3 28 

Yes 2 35 18 6 61 

Total 8 41 31 9 89 

 

A cross-tabulation of the variables, education in BHGs specifically for bloodborne infections 

and concern about attending a person living with HIV is shown in table 14. Among those who 

with education did equally as many participants state no concern as those who stated concern 

and partly concern about attending a person living with HIV. The correlation coefficient 

between the above-mentioned variables is 0.07, indicating no linear relationship.  

Table 14. Cross-tabulation of the variables, education in BHGs specific for bloodborne infections and concern about 

attending a person living with HIV.  

Education in BHGs 

specifically for bloodborne 

infections Concern about attending a person living with HIV 

 Don´t know No Partly Yes Total 

No 2 9 5 4 20 

Yes 6 32 26 6 70 

Total 8 41 31 10 90 

 

Most superintendents believed the HIV knowledge to be quite good among the employees, 

especially among the nurses due to their higher of degree of education. A cross-tabulation of 

nurses and assistant nurses answering feeling concern about attending a person living with 

HIV show that assistant nurses to a much greater extent feel concern or partly concern about 

HIV (see table 15). Among the assistant nurses, 52 percent did answer that they would feel 

concern or partly concern, while 17 percent of the nurses answered that they would feel 

concern or partly concern. The correlation coefficient between the above-mentioned variables, 

is -0.04, indicating no linear relationship.  
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Table 15. A cross-tabulation of nurses and assistant nurses answering feeling concern about attending a person living with 

HIV.  

Highest degree of education Concern about attending a person living with HIV 

 Do not know/No Partly/Yes Total 

Assistant nurses 32 34 66 

Nurses 10 2 12 

Total 42 36 78 

 

The demography of the participants who stated fear of infectivity as a reason for feeling 

concern about attending a person living with HIV is presented in table 16. Most participants 

were women with an average age of 38.6 years old, educated to assistant nurses, with full-

time or part-time employment and with an average work experience of 12.7 years. However, 

when looking at the correlation between fear of HIV infectivity against the variables age, 

highest degree of education, employment type and work experience, the correlation 

coefficients indicated a very weak positive or negative relationships. To the extent that no 

significant linear relationship was shown. 

Table 16. Socio-demographic characteristics of those who stated fear of infectivity to HIV. 

  

Number of 

participants 

Interval, 

years 

Average, 

years 

Women   16     

Men  2   

Age   20-60 38.6 

     

Highest degree of education   

Nurse   2     

Assistant nurse 14   

Other  2   

Total   18     

     
Employment type    
Full-time  9   
Part-time  7   
Employed by the hour 1   

No response  1   

Total   18     

     

Work experience, years 0.3-28 12.7 
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Moving forward, increased knowledge and interest in HIV 

This section will present the participants’ perception of their HIV knowledge, along with their 

interest in further HIV education and discussions about HIV guidelines. First, the above-

mentioned questions will be presented and last the superintendents reflections of further HIV 

efforts. 

Enough knowledge about HIV 

The questionnaire participants were to answer if they thought they have enough knowledge 

about HIV to feel secure in their work practice. Overall, 95 percent answered the question. 

Most participants (70%) answered they have enough knowledge about HIV and the remaining 

participants (30%) answered they had not. Figure 12 presents the total response distribution 

and distribution across the nursing homes. 

 

 

Figure 12. Participants’ responses of having enough knowledge about HIV to feel secure with their work practice, presented 

in total and nursing homes A, B and C. 
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More education about HIV 

The participants were to answer if they want to receive further education about HIV and 

AIDS. As seen in figure 13, most participants (81%) are interested in further education.  

 

 

Figure 13. Participants responses of wanting more education about HIV.  

 

Specific HIV guidelines in nursing homes  

During the interviews the superintendents were to answer if they thought it might be 

necessary to have additional guidelines, specifically for HIV, due to the HIV stigmatization 

that exists. All superintendents agreed to some extent that guidelines would be useful, both for 

making the staff feel secure in their work and because the general knowledge may differ 

among the employees. The superintendent at nursing home B stated as followed:  

“Yes, I believe so. I think guidelines would benefit our health care to give better 

treatments as well as making us feel more secure. I think many remember the 

AIDS outbreak and therefore, special guidelines would be beneficial for us.” 

None of the superintendents indicated having thoughts of initiating any actions regarding HIV 

or had heard any discussions about the increasing present of people living with HIV in 

nursing homes within their business or from Nacka municipality. The superintendent at 

nursing home B means that HIV is still a very unusual disorder within nursing homes and the 

need for approaching this discussion has therefore not been necessary. The superintendent at 

nursing home C highlights another perspective:  

“No. HIV has not been heard in any discussions at all. Other bloodborne 

infections, and especially bacterial infections such as MRSA are given much 

more attention. […] Hepatitis is not unusual and therefore has it not become a 

“thing”. So, no. Nothing about HIV.”   

81%

19%

Total

Yes

No
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After the last question was asked during the interviews with superintendent B and C, the 

discussion circulated further to aging with HIV. Both superintendents stated that they lacked 

knowledge about how it is to grow old with HIV and asked if there would be any significant 

complications for those who live with HIV, compare to those who do not. The superintendent 

at nursing home C stated the following: 

“If there are significant complications we need to know about, guidelines would 

be good to have. Because I do not have that knowledge.” 

 

Discussion 

The aim of this study has been to examine what the general knowledge is about HIV among 

HCWs in three Swedish nursing homes and to evaluate if the HCWs has feelings of concern 

about attending a person living with HIV.   

The result of this study demonstrates that almost half of the participants has some concerns 

regarding HIV that might impact on their attitudes and their practical performance when 

attending a person living with HIV. Feelings of concern can be caused by several reasons. 

One explanatory reason, that has been shown in other studies as well, can be related to less 

than adequate or no practical experience at all in attending a person living with HIV14, 31, 48, 49. 

Nursing home B was the only one having previous experience from attending a person living 

with HIV and was also the one with highest percentage of participants feeling no concern 

about HIV. This supports the idea that experience of attending a person living with HIV will 

minimize feelings of concern and negative attitudes.  

Concern can also be related to lack of basic knowledge about HIV, which previous studies 

also have emphasized30, 48, 50. The HCWs did overall answer correct on the two most 

important questions, i.e. how HIV is transmitted between humans and if protective clothing is 

necessary to wear when attending a person living with HIV even when there is no 

transmission risk of bloodborne pathogens. This indicates that the participating HCWs has 

some basic knowledge about HIV. Still, approximately 30 percent of the participants believed 

protective clothing to be necessary. In the question regarding when HIV is most infectious 

when suppressed by antiretrovirals did 76 percent of the HCWs believe that HIV is equally 

infectious at all time. The result is corresponding to what the general population answered in a 

report by PHAS and Novus in 20159
, indicating that the HCWs does not have knowledge 
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about the advances that has been made in terms of antiretrovirals nor the efficiency they have 

for suppressing HIV. The result also indicates that the HIV-knowledge among HCWs is not 

above the general population’s knowledge about HIV, as the superintendents thought.  

Three nursing homes with different organizational form was enrolled into the study with the 

purpose to potentially find any different aspects regarding HIV between the cases. This study 

shows that there was no great difference in knowledge or in feelings of concern across the 

nursing homes. Indicating that all nursing homes, regardless of organizational background, 

are in need of more HIV-knowledge.  

The superintendents believed that nurses, due to their higher degree of education, would have 

better knowledge about HIV compared to assistant nurses. A study concerning knowledge and 

attitudes about HIV in the Swedish primary health care from 201748, among others31, 

highlights the relationship between higher degree of education and less negative attitudes 

towards HIV. When analyzing level of education and concern about attending a person living 

with HIV, it showed that assistant nurses would feel more concern about HIV than nurses, 

which is also seen among HCWs in the Swedish primary health care. However, compare to 

the Swedish primary health care have the Swedish elderly care mostly assistant nurses 

employed in their force, indicating that Swedish nursing homes may have more anxiety 

toward HIV     

The study about knowledge and attitudes about HIV in the Swedish primary health care from 

2017 showed that HIV is rarely or never discussed in meetings, with colleagues or in 

educational purposes and often given precedence to other diseases or disorders48. The report 

also showed that even if feelings of concern about HIV among HCWs has decreased since the 

80s and the 90s, feelings of concern is still a problem48. Like this study, neither of the 

interviewed superintendents had heard any ongoing discussions about HIV within their 

organizations or from Nacka municipality, even if a small population of people living with 

HIV already have entered the elderly care system. So, what is the future outlooks for 

prioritizing HIV in the elderly care system if not even prioritized in the primary health care 

where HIV has been known for decades? With the minimized budget for HIV prevention and 

care, lack of scientific research about knowledge and attitudes about HIV in the Swedish 

elderly care system and a relatively small number of people it concerns, it can be concluded 

that HIV will most likely not become prioritized any time soon. Nevertheless, even if most 

participants felt secure with their skills for attending a person living with HIV (70%) and did 

not feel unsecure towards HIV (46%), the remaining participants stated and felt differently, 
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and together with the average knowledge about HIV the risk of stigmatization does not get 

eliminated or leveled out.  

From this study is it possible to conclude that Swedish nursing homes have good capabilities 

to educate HCW through their collaboration with hygiene-nurses from the county if situations 

of lack of knowledge or feelings of concern were to arise. Therefore, measures to increase 

knowledge about HIV, minimize feelings of concern, reduce risk of HIV stigma and provide 

better quality of care for people living with HIV, are neither especially resource- or time 

consuming. However, to make this possible the government, Swedish nursing homes and 

HCWs needs to collaborate in joined forces. This is evident in an American study from 2009 

about how to combat HIV stigma in health care settings27, with support from other studies11, 

52. The study showed that interventions need to be done on individual, environmental and 

policy levels. On the individual level should HCWs, i) know what stigma is and why it is 

crucial to reduce it, ii) have complete information about HIV and AIDS regarding 

epidemiology and treatment, and iii) reduce association between HIV and considered 

improper or immoral behavior. The last intervention has not been found as a reason for 

feeling concern about HIV in this study, but it does not eliminate the risk that other HCWs in 

other nursing homes have similar feelings and causing negative attitudes towards HIV. On the 

environmental level should, information, supplies and equipment necessary to practice 

universal precaution be made available for HCWs to prevent occupational HIV transmission, 

and on the policy level, should specific policies or guidelines concerning care of a person 

living with HIV exist to protect the safety of patients, as well as HCWs27.  

Further recommendations: 

• All health care workers in the Swedish elderly care should have complete knowledge 

about HIV and AIDS, including epidemiology, treatment and health related risks about 

ageing with HIV.  

• All health care workers in the Swedish elderly care should have knowledge about HIV 

stigma and what the underlying reasons are.  

• All health care workers in the Swedish elderly care should have education in basic 

hygiene guidelines specific for bloodborne infections.  

• Municipalities should have specific guidelines for HIV and AIDS, which inform 

nursing homes to educate health care workers in HIV epidemiology, treatment, HIV 

stigma, basic hygiene guidelines specific for bloodborne infections, and health related 

risks about ageing with HIV. 
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Conclusions  

The general knowledge about HIV was not more than average among the participating HCWs 

and many stated concerns towards HIV, which might impact on their attitudes and their 

practical performance when attending a person living with HIV. Swedish nursing homes have 

sufficient BHGs and good capabilities to reduce lack of knowledge and feelings of concern 

with educational measures. To reduce risk of HIV stigma and feelings of concern among 

HCWs must HIV be discussed and prioritized in the Swedish elderly care system, as well as 

in municipalities. If the Swedish elderly care should be able to say that they have equal care 

for all, we cannot accept this low knowledge about HIV in nursing homes. This study shed 

some light over parts of the knowledge gaps that exits regarding HIV in Swedish nursing 

home but the need for further research is encouraged.    

Limitations  

There are some limitations to this study that warrant a comment. First, due to a small sample 

size did most statistical analysis become insignificant in their outcome. Had the sample size 

consisted of more participants may some statistical test been more prominent. Second, while 

the sample may be representative of urban nursing homes in Nacka municipality, this sample 

may not be representative of nursing homes in Sweden in general. Third, Pearson´s Chi-

squared test was used several times to calculate probability between two or more observed 

variables. Chi-squared is sensitive to small sample sizes, meaning that strong association 

between observed variables may not come up as significant if the sample size is to small and 

this may have affected the statistical analysis of this paper. Pearson´s Chi-squared is also 

sensitive to small frequencies and a rule of thumb is if more than 20 percent of the expected 

frequencies are less than five should the test not be computed. Because of the relatively small 

sample size of this study was several chi-squared tests not able to be performed. Fourth, a 

Swedish report done by The National Board of Health and Welfare in 2013 shows that more 

people tend to get home care, compare to those who move to nursing homes. To get a 

subsidized position at a Swedish nursing home, the individual’s disorders need to be greater 

than what the home care can offer51. This study does not involve HCWs working with home 

care but nevertheless, further research should be done regarding home care as well. 

  



44 

 

Acknowledgements  

I would like to give a special thanks to my supervisor Inger Porsch-Hällström for the support 

and guidance during the master’s thesis and another special thanks to the School of 

Environmental studies at Södertörn University for these two years of studies.   

  



45 

 

References  

1. HIV-Sverige. Äldreprojektet. [Internet] Stockholm; 2016 [cited 2018 February 26th]. 

Available from http://www.hiv-sverige.se/projekt/aldreprojektet/ 

 

2. Bungerfeldt, Ulf. Stora brister inom äldrevården när gamla med hiv ska vårdas. 

[Internet] Sveriges Radio; 2014 Mar [cited 2018 February 26th]. Available from 

http://sverigesradio.se/sida/artikel.aspx?programid=103&artikel=5797672 

 

3. Thunberg, Karin. Att åldras med HIV. Vi-tidningen. No 4. 2016.  

 

4. SOU 2017:21. Läs mig! Nationell kvalitetsplan för vård och omsorg om äldre 

personer: del 1. 

 

5. Cahill, Sean and Valadéz, Robert. Growing older with HIV/AIDS: New public health 

challenges. Am J Public Health. 2013 Mar; 103(3): e7–e15. 

 

6. Hogg R, Lima V, Sterne C.A.J, Grabar S, Battegay M, Bonarek M, DÁrminio 

Monforte A, Esteve A, Gill MJ, Justice A, Hayden A, Mocroft A, Mugavero MJ, 

Staszewski S, Wasmuth JC, van Sighem A, Kitahata M, Guest J, Egger M and May 

M. Life expectance of individuals on antiretroviral therapy in high-income countries: 

a collaborative analysis of 14 cohort studies. Lancet. 2008 Jul; 372(9635): 293–9. 

 

7. Läkemedelsverket. Antiretroviral behandling av HIV-infektion. Uppdaterad 

rekommendation. Uppsala: Läkemedelsverket; 2011.    

 

8. Folkhälsomyndigheten. Smittsamhet vid behandlad och obehandlad Hivinfektion. En 

sammanfattning och praktiska råd. Upplaga 2:1. Sverige: Folkhälsomyndigheten; 

2015. 

9. Novus. Attityder till och kunskap om hiv. Nollmätning hösten 2015. Stockholm: 

Folkhälsomyndigheten; 2015. 

 

10. Andreassen T.G, Fjellet L.A, Hægland A, Wilhelmsen IL and Stubberud DG. 

Omvårdnad vid infektionssjukdomar. Klinisk omvårdnad 1. Hallbjørg Almås, Dag-

Gunnar Stubberud, Randi Grønseth (red.) 59–92. 2d ed. Sverige: Liber, 2011.  

 

11. Mahendra V.S, Gilborn, L, Bharat S, Mudoi R.J, Gupta I, George B, Samson L, Daly 

C.C, and Pulerwitz J. Understanding and measuring AIDS-related stigma in health 

care settings: a developing country perspective. Taylor & Francis. 2007 Feb; 4: 2, 

616-625. 

 

12. Hu Dj, Kane MA, and Heymann DL. Transmission of HIV, Hepatitis-B virus, and 

other bloodborne pathogens in health-care settings – A review of risk-factors and 

guidelines for prevention. Bulletin of the World Health Organization. 1991; 69 (5): 

623–630. 

 

  

http://www.hiv-sverige.se/projekt/aldreprojektet/
http://sverigesradio.se/sida/artikel.aspx?programid=103&artikel=5797672
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3673522/
https://www.ncbi.nlm.nih.gov/pubmed/18657708


46 

 

13. P4 Extra. Är vården förberedd på att ta hand om äldre med HIV? [Internet] Sveriges 

Radio; 2016 May [cited 2018 February 26th]. Available from 

http://sverigesradio.se/sida/artikel.aspx?programid=2151&artikel=6439107 

 

14. Malcolm A, Aggleton P, Bronfman M, Galvão J, Mane P, and Verrall J. HIV-related 

stigmatization and discrimination: Its forms and contexts. Critical Public Health. 

1998; 8:4, 347–370.  

 

15. Folkhälsomyndigheten. Hivinfektion 2016. [Internet] Folkhälsomyndigheten; 2016 

[cited 2018 Mars 14th] Available from 

https://www.folkhalsomyndigheten.se/folkhalsorapportering-

statistik/statistikdatabaser-och-visualisering/sjukdomsstatistik/hivinfektion/ 5 

 

16. Noaks Ark. HIVRAPPORTEN. Nya utmaningar kräver handling. Stockholm: 

Riksförbundet Noaks Ark, 2017.  

 

17. Prop. 2017/18:1. Hälsovård, sjukvård och social omsorg. [Internet] Stockholm: 

Finansdepartementet. [cited 2018 April 2th] Available at: 

http://www.regeringen.se/4a65cf/contentassets/79f6d27416794f0bb146c792e02b65fc/

utgiftsomrade-9-halsovard-sjukvard-och-social-omsorg-.pdf  

 

18. TT Nyhetsbyrå. Kritik mot halverat hiv-anslag. [Internet] Svenska dagbladet; 2016 

Sep [cited 2018 April 2th] Available at: https://www.svd.se/regeringen-halverar-

anslag-mot-hiv  

 

19. Nordenberg, Helena. Budgetförslag: minskat stöd till arbete mot hiv. [Internet] 

Sveriges Radio; 2016 Sep [cited 2018 March 15th] Available from 

http://sverigesradio.se/sida/artikel.aspx?programid=83&artikel=6523686  

 

20. Brown L, Macintyre K, Trujilo L. Interventions to reduce HIV/AIDS stigma: What 

have we learned? AIDS Education Prevention. 2003; 15(1): 49-69.  

 

21. Siou K, Mahan M, Cartagena R, Chan Carusone, S. A growing need – HIV education 

in long-term care. Geriatric Nursing. 2017 June; 38(3): 199–206.  

 

22. Folkhälsomyndigheten. Att leva med hiv i Sverige. En studie om livskvalitet hos 

personer med hiv. Stockholm: Folkhälsomyndigheten; 2016 

 

23.  Feyissa T.G, Abebe L, Girma E, and Woldie M. Sigma and discrimination against 

people living with HIV by health care providers, Southwest Ethiopia. BMC Public 

Health. 2012 Jul; 12: 522. 

 

24. Okoror T.A, Falade C.O, Walker E.M, Olorunlana A, and Anaele A. Social context 

surrounding HIV diagnosis and construction of masculinity: a qualitative study of 

stigma experiences of heterosexual HIV positive men in southwest Nigeria. BMC 

Public Health. 2016; 16: 507. 

 

25. Nelson K.E. and Williams C. M. Infectious disease epidemiology Theory and 

Practice. 3rd ed. Baltimore; Jones and Bartlet Inc, 2013. 

 

http://sverigesradio.se/sida/artikel.aspx?programid=2151&artikel=6439107
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/statistikdatabaser-och-visualisering/sjukdomsstatistik/hivinfektion/
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/statistikdatabaser-och-visualisering/sjukdomsstatistik/hivinfektion/
http://www.regeringen.se/4a65cf/contentassets/79f6d27416794f0bb146c792e02b65fc/utgiftsomrade-9-halsovard-sjukvard-och-social-omsorg-.pdf
http://www.regeringen.se/4a65cf/contentassets/79f6d27416794f0bb146c792e02b65fc/utgiftsomrade-9-halsovard-sjukvard-och-social-omsorg-.pdf
https://www.svd.se/regeringen-halverar-anslag-mot-hiv
https://www.svd.se/regeringen-halverar-anslag-mot-hiv
http://sverigesradio.se/sida/artikel.aspx?programid=83&artikel=6523686
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4906588/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4906588/


47 

 

26. Mak W.W, Mo P.K, Cheung R.Y, Cheung F.M, and Lee D. Comparative stigma of 

HIV/AIDS, SARS, and tuberculosis in Hong Kong. Soc Sci Med. 2006 Oct; 63: 7: 

1912-22. 

 

27. Nyblade N, Stangl A, Weiss E, and Ashburn A. Combating HIV Stigma in Health 

Care Settings: What works? Journal of the International AIDS Society. 2009 Aug; 12: 

15, 1-7.  

 

28. Nyblade N, MacQuarrie K, Philip F, Kwesigabo G, Mbwambo J, Ndega J, Katende C, 

Yuan E, Brown L, and Stangl A. Working report measuring HIV stigma: results of a 

field test in Tanzania. United States: USAID; 2005. 

 

29. Ivarsson, Amanda and Melin, Madelen. HIV/AIDS-patienters upplevelser av 

diskriminering i vården. Växjö: Linnéuniversistet; 2011. 

 

30. Röndahl G, Innala S, and Carlsson M. Nursing staff and nursing student´s attitudes 

towards HIV-infected and homosexual HIV-infected patients in Sweden and the wish 

to refrain from nursing. Journal of Advanced Nursing. 2003 March; 41(5): 454–61.  

 

31. Souminen T, Koponen N, Staniuliene V, Istomina N, Aro I, Kisper-Hint I, Vänskä 

MK, Välimäki M. Nursing student’s attitudes towards HIV/AIDS in Finland, Estonia 

and Lithuania. Scandinavian Journal of Caring Science. 2009 June; 23(2): 282-289.  

 

32. Folkhälsomyndigheten. HIV i vårdkontakter. [Internet] Sverige: 

Folkhälsomyndigheten; 2018. [cited 2018 January 29th]. Available from 

https://www.folkhalsomyndigheten.se/hividag/smittsamhet/hiv-i-vardkontakter/  

 

33. Jörbeck, Hans. Smittämnen. Humant immunbristvirus (hiv). [Internet] Sverige: 

Vårdhandboken; 2018 Feb [cited 2018 February 29th]. Available from 

http://www.vardhandboken.se/Texter/Smitta-och-smittspridning/Vardrutiner/  

 

34. Samji H, Cescon A, Hogg RS, Modur SH, Althoff KN, Buchacz K, Burchell AN, 

Cohen M, Gebo KA, Gill MJ, Justice A, Kirk G, Klein MB, Korthuis PD, Martin J, 

Napravnik S, Rourke SB, Sterling TR, Silverberg MJ, Deeks S, Jacobson LP, Bosch 

RJ, Kitahata MM, Goedert JJ, Moore R and Gange SJ. Closing the Gap: Increases in 

Life Expectancy among Attended HIV-Positive Individuals in the United States and 

Canada. PLoS ONE. 2013 Dec; 8(12): e81355.  

 

35. GMHC. Growing older with the epidemic: HIV and aging. New York: Gay Men´s 

Health Crisis, Inc; 2010.  

 

36. Bhavan P.K, Kampalath N.V, and Overton T.E. The aging of the HIV epidemic. 

Springer Link. 2008 Aug; 5(3): 150–158.  

 

37. SOSFS 2015:10. Socialstyrelsen. Basal hygien i vård och omsorg. 

 

38. Almqvist, Elisabet. Vårdhygien för särskilda boenden för äldre. Hälso- och 

sjukvårdsförvaltningen: Stockholms Läns Landsting, 2017.   

 

https://www.folkhalsomyndigheten.se/hividag/smittsamhet/hiv-i-vardkontakter/
http://www.vardhandboken.se/Texter/Smitta-och-smittspridning/Vardrutiner/


48 

 

39. Alan, Bryman. Social research methods. 4th ed. New York: Oxford University Press, 

2012. 

 

40. Gerring, John. Case Study Research: Principles and Practices. New York: Cambridge 

University Press, 2007. 

 

41. Creswell W, John. Qualitative Inquiry and Research Design. Choosing Among Five 

Approaches. 2rd ed. London: Sage, 2007. 

 

42. Köing, Nina. Färre HIV-testar sig. Halverat bidrag till att förebygga sjukdomen. 

[Internet] Svt Nyheter; 2017 Oct [cited 2018 February 26] Available from 

https://www.svt.se/nyheter/lokalt/stockholm/stockholmarna-daliga-pa-att-hiv-testa-sig 

 

43. Stockholm Stad. Statistik och fakta. [Internet] Stockholm; Apr 2018 [cited 2018 

March 15th] Available from http://www.stockholm.se/OmStockholm/Fakta-och-

kartor/ 

 

44. Statistiska Central Byrån. Sveriges befolkning, kommunala jämförelsetal, 31 december 

2017. [Internet] SCB; 2018 Feb [cited 2018 March 16th] Available from 

https://www.scb.se/hitta-statistik/statistik-efter-amne/befolkning/befolkningens-

sammansattning/befolkningsstatistik/  

 

45. Seniorval. Äldreboende Nacka. [Internet] Stockholm; 2018 [cited 2018 March 16th] 

Available from http://seniorval.se/aldreboende/nacka  

 

46. R Core Team. R: The R project for statistical computing. R Foundation for Statistical 

Computing, Vienna, Austria. N.d. URL https://www.R-project.org/  

 

47. Folkhälsomyndigheten. Sjukdomsinformation om hivinfektion. [Internet] 

Folkhälsomyndigheten; 2015 Jul [cited 2018 Apr 19th] Available from 

https://www.folkhalsomyndigheten.se/smittskydd-beredskap/smittsamma-

sjukdomar/hivinfektion/ 

 

48. Hall I, Plantin L, and Tornberg J. HIV-kunskaper och attityder inom primärvården. 

Malmö högskola, Fakulteten för hälsa och samhälle. Malmö: FOU Rapport; 2017.  

 

49. Birmingham S, and Kippax S. HIV-related discrimination, a survey of New South 

Wales general practitioners. Australian and New Zealand Journal of Public Health. 

1998 Feb; 22(1): 92-7.   

 

50. Sherman Deborah. Experiences of AIDS-dedicated nurses in alleviating the stress of 

AIDS caregiving. Journal of Advanced Nursing. 2000 Jan; 31(6): 1501-1508.  

 

51. Seniorval. Äldreboende.[Internet] Stockholm; 2018 [cited 2018 May 16th] Available 

from http://seniorval.se/bra-att-veta/aldreboende  

 

52. Oank KTH., Ashburn K, Pulerwitz J, Ogden J, Nyblade L. Improving hospital-based 

quality of care in Vietnam by reducing HIV related stigma and discrimination, a 

Horizons Final report. Population Council: Washington, D.C; 2008.  

 

https://www.svt.se/nyheter/lokalt/stockholm/stockholmarna-daliga-pa-att-hiv-testa-sig
http://www.stockholm.se/OmStockholm/Fakta-och-kartor/
http://www.stockholm.se/OmStockholm/Fakta-och-kartor/
https://www.scb.se/hitta-statistik/statistik-efter-amne/befolkning/befolkningens-sammansattning/befolkningsstatistik/
https://www.scb.se/hitta-statistik/statistik-efter-amne/befolkning/befolkningens-sammansattning/befolkningsstatistik/
http://seniorval.se/aldreboende/nacka
https://www.r-project.org/
https://www.folkhalsomyndigheten.se/smittskydd-beredskap/smittsamma-sjukdomar/hivinfektion/
https://www.folkhalsomyndigheten.se/smittskydd-beredskap/smittsamma-sjukdomar/hivinfektion/
http://seniorval.se/bra-att-veta/aldreboende


49 

 

Appendix 

The Swedish basic hygiene guidelines   

 
Table 17. Basic hygiene guidelines in detailed.  

 

Respiratory protection 

• Use respiratory protection, class FFP3, when attending a patient with an 

airborne infection. 

• Throw away the respiratory protection immediately after usage. 

 

Splash protection 

• Use a comprehensive visor, class IIR visor protection with visor or 

protective lining class IIR with protective goggles, in procedures that 

may cause a risk of face splashing. 

 

Protective clothing 

•  In procedures of work clothes can become contaminated by body fluids 

and biological material during treatment or cleaning, should single use 

plastic apron be worn.  

• Throw away gowns immediately after usage. 

• Change protective clothes in between different treatment procedures. 

 

Gloves 

• Use gloves whenever contact or risk of contact with body fluids. 

• Use gloves when cleaning a contaminated surface with disinfection.  

• Gloves are for single use only. Throw gloves immediately after usage. 

• Change gloves in between different treatment procedures. 

• Do not touch contaminated and clean areas alternately.  

 

Hand wash 

• Wash hands with fluid soap and hot water if they perceived to be dirty, 

and especially after been in contact with a patient with diarrhea or 

vomiting.  

• Wipe hands well with paper towels. 

• Use hand disinfection afterwards.   

 

 

Hand disinfection 

• Use alcoholic hand disinfection before and after each treatment- and 

care session with a patient, and before and after using gloves.  

• Apply about 2-4 ml everywhere on the hands, in the palms, on hand 

rifles and fingertips, around all fingers, thumb grip and about 15 cm up 

on the forearms. 

• Rub the hand disinfectant until it has a vapor and the skin feels dry. Full 

effect has then been achieved. 

 

 

 

Work clothes 

 

• Should be worn during patient care and consist of either pants and top or 

a dress. 

• Should be changed daily and if they would become contaminated with 

fluids or when necessary for any other reason, they need to be changed 

as soon as possible.  

• Should only be worn during working hours, but if there are several 

working places can, working clothes be worn in between locations.  

• Should not be stored with private or contaminated working clothes.  

• Should be washed at a minimum of 60°C. 

• The healthcare provider is responsible that cleaning, transport and 

storage of work clothes are done properly to minimize infectivity.  
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Questionnaire form 

 

Del 1  
Del ett behandlar allmänna individfrågor. Svara på frågorna genom att kryssa i det svarsalternativ som 

stämmer för dig, eller om möjlighet ges besvara frågan med egna ord. 

 

1. Vilken organisationsform arbetar du inom? 

 □ Privat 

 □ Kommunal 

 □ Stiftelse 

2. Kön:  

 □ Kvinna  

 □ Man  

 □ Annan definition__________________________________________________________ 

3. Ålder: ___________________________________________________________________

      

4. Högsta utbildning: 

 □ Högstadieutbildning  

 □ Gymnasieutbildning  

 □ Utbildad Undersköterska 

 □ Utbildad sjuksköterska  

 Annan: _____________________________________________________________________ 

5. Anställningsform:  

 □ Tillsvidare heltid 

 □ Tillsvidare deltid 

 □ Timanställd  

 □ Behovsanställd   

6. Hur länge har du arbetat inom äldrevården? ______________________________________ 

 

Del 2  
Del två behandlar frågor om rutiner för blodburen smitta inom äldreomsorgen. Svara på frågorna 

genom att kryssa i det svarsalternativ som stämmer för dig, eller om möjlighet ges besvara frågan med 

egna ord. 

7. Använder ni er av protokoll för ”självskattning – följsamhet till Basala hygienrutiner” på 

verksamheten?  

 □ Ja 

 □ Nej 

 □ Vet ej 

 

8. Har du fått någon utbildning i rutiner för att förebygga blodburen smitta via en arbetsgivare?  

 □ Ja, på denna arbetsplats  

 □ Ja, på tidigare arbetsplats 

 □ Nej, inte på någon arbetsplats 
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9. Upplever du att du har tillräcklig kunskap om de basala hygienrutinerna för att förebygga blodburen 

smitta? 

 □ Stämmer inte 

 □ Stämmer delvis 

 □ Stämmer helt 

 □ Vet ej 

 

10. Har du behandlat/haft omsorg för en brukare med en blodsmitta?  

 □ Ja, på den här arbetsplatsen  

 □ Ja, på tidigare arbetsplats 

 □ Nej, inte på någon arbetsplats  

 

11. Har du upplevt oro för att behandla/ha omsorg för en person som har en blodsmitta? 

 □ Stämmer inte 

 □ Stämmer delvis 

 □ Stämmer helt 

 □ Vet ej 

 

12. Förklara varför du har/inte har upplevt oro inför att behandla/ha omsorg för en person som har en 

blodsmitta?  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

Del 3 
Del tre behandlar allmänna frågor om HIV och AIDS. Svara på frågorna genom att kryssa i det 

svarsalternativ som stämmer för dig, eller om möjlighet ges besvara frågan med egna ord. 

 

13. Behöver en vårdgivare speciell skyddsklädsel under möten med en boende som har en HIV 

diagnos, om det inte finns risk för kontakt med blod?  

 □ Ja 

 □ Nej  

 □ Vet ej  

 

14. När är risken att överföra viruset till andra som störst för en person med HIV som är under 

behandling? 

 □ Första tiden efter infektionstillfället 

 □ Efter ett år 

 □ Risken är lika stor hela tiden 
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15. Hur hög är smittsamheten hos en person lever med HIV, som äter antiretrovirala mediciner 

kontinuerligt? 

 

 

 Mycket låg 

 

Låg 

 

Hög 

 

Mycket hög 

 

16. Hur kan HIV överföras?  

 □ Genom hudkontakt 

 □ Genom Kyssar 

 □ Genom blod, Genom sexuella kontakter, Vid graviditet från mamma till foster  

 

17. Har det rapporterats att HIV har överförts från patienter till vårdpersonal i Sverige genom 

sticktillbud eller skärskador?  

 □ Nej det har aldrig hänt 

 □ Ja det har hänt ett fåtal gånger  

 □ Ja det hänt många gånger 

 

18. Upplever du att du har tillräckligt med kunskap om HIV för att känna dig säker i din 

yrkesutövning? 

 □ Ja 

 □ Nej  

 

19. Skulle du känna oro inför att behandla/ha omsorg för en boende med HIV? 

 □ Stämmer inte 

 □ Stämmer delvis 

 □ Stämmer helt 

 □ Vet ej 

 

20. Varför skulle du känna oro?  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

21. Skulle du vilja har mer utbildning om HIV och AIDS?  

 □ Ja 

 □ Nej 

 


